I t is indeed humbling to be a recipient of an award carrying the name of Dr Alex Leighton. While undertaking studies in epidemiology many years ago, I was deeply impressed and inspired when studying Dr Leighton's well-known works, and I consider them remarkable accomplishments in research and epidemiology. Professor Leighton (1908 Leighton ( -2007 was an American psychiatrist and social anthropologist trained at Princeton, Cambridge, and Johns Hopkins universities who held leadership positions at Cornell and Harvard. He maintained a special relationship with Canadaparticularly Atlantic Canada-where he often spent summers during his childhood and adolescence. It was in Nova Scotia where he worked on the groundbreaking Stirling County Study, 1,2 a multi-faceted, longitudinal study of mental health and illness in a set of communities and individuals during a continuous period for more than 50 years. Comprising 3 waves of data collection, in 1952, 1970, and 1992 , this was a layered study that applied and examined an integrated and holistic theoretical framework. Its design and approach were prescient and visionary. Although rigorous and scientific, the Stirling County Study was also humanistic in its approach. Its findings and discussion presaged conceptualization of the social determinants of health, and viewed mental health through a population health lens.
When I first read Dr Leighton's reports of the Stirling County Study as a young psychiatrist, I found them to provide a welcome antidote to the biological reductionism that constricted the field of psychiatry toward the end of the 20th century and beyond. Many years after reading Dr Leighton's works, when my colleagues and I wrote a textbook to introduce students to mental health in Canada, 3 we sought to emphasize an interdisciplinary view of mental health, integrating contributions from fields that include neuroscience, sociology, psychology, anthropology, cultural studies, gender studies, criminology, and ethology. This follows closely the interdisciplinary and antireductionist standpoint so well espoused and championed by Dr Leighton.
Dr Leighton, together with his wife and research partner, Professor Jane Murphy, a highly accomplished social anthropologist, formed a dynamic team ( Figure 1 ). Among his lengthy list of accomplishments, Dr Leighton was instrumental in establishing the CAPE following his retirement from Harvard University and during his tenure as a distinguished professor at Dalhousie University. Both Dr Leighton and Dr Murphy were regular participants in the annual CAPE scientific meetings up until Dr Leighton's death, and, subsequently, Dr Murphy has continued to attend and is a cherished contributor to those events. First-rate discussions on the contributions of Dr Leighton and Dr Murphy can be found in a chapter written by Dr Cairney and Dr Streiner in the book they edited on the epidemiology of mental disorders in Canada 4 and in a tribute paper written by Dr Tremblay, 5 striving to help individuals and families with anorexia nervosa and other eating disorders, I found the holistic vision they articulated to be invaluable when addressing such complex and multi-faceted disorders, which so clearly have prominent social, psychological, cultural, and biological antecedents and consequences. An epidemiologic vantage point was helpful when considering the well-known sex and (or) gender differences in the distribution of eating disorders among the general population. A firm footing in the sophisticated biopsychosocial framework that is so prominent in Dr Leighton and Dr Murphy's work helped to maintain a balanced and nuanced perspective when seeking to understand why girls and women are much more prone to develop eating disorders than are boys and men. Our research group used epidemiologic findings to examine the commonly held belief that eating disorders were primarily found among the wealthy and privileged members of society. Using data collected in Statistics Canada's CCHS 1.2, 6 which sampled about 37 000 respondents aged 15 and older across 10 provinces, my colleagues and I examined the association between the presence of eating disorder symptoms and SES. We were interested in the CCHS 1.2 findings for the EAT-26, as this questionnaire identifies symptoms of eating disorders, such as vomiting to lose weight or preoccupation with thinness. Scores on the EAT-26 above the cut-off of 20 indicate a strong likelihood of the presence of an eating disorder. 7 Based on weighted results, we found that 1.7% of the population were estimated to be above the cut-off, indicating a high likelihood of having an eating disorder. Income adequacy, an indicator of the adequacy of a given household's income to meet the needs of people living in the household, based on both total household and the number of people living in the household, was used as a proxy for SES. When we examined the association of EAT-26 scores above the cut-off and income adequacy, we found that people with lower SES were more likely to have symptomatic levels indicative of eating disorders 8 (Figure 2 ). Thus we found that eating disorder symptoms followed the same population gradient found in the Stirling County Study for other mental disorders, with lower SES groups most commonly affected. Consequently, we were able to help dispel the commonly held myth that eating disorder symptoms are more prominent among the wealthy and privileged.
I should emphasize here that the findings described above are limited to the Canadian population and may not hold when examined globally. There has been intriguing debate as to whether eating disorders should be considered to be culture-bound syndromes 9,10 found only among populations in which there is a culturally accepted ideal of thinness. Some authors have suggested that there is an increasing incidence of eating disorders in parts of the world in which eating disorders were once rare or nonexistent 11 and have proposed that cultural globalization, urbanization, and media exposure have spread ideals of thinness, and, along with those ideals, eating disorders have also spread far and wide. 12, 13 My experience in clinical and research activity addressing eating disorders exposed me to one of the key deficits that we who work in the field of psychiatry (and our patients) must endure, that is, the inadequacy of our diagnostic classification systems. Often, we witness our patients' diagnoses transforming back and forth from one classification to another, for example, from anorexia nervosa to bulimia nervosa and back again. 14, 15 Moreover, the diagnostic criteria for eating disorders (and for many other mental disorders) have been revised frequently with successive versions of the DSM or International Classification of Diseases classification systems, 16 casting further doubt on the validity of these diagnoses. In addition, our patients' core symptoms appear at times to be interchangeable with those of patients given very different diagnoses and treatments. For example, patients with anorexia nervosa often appear to have the identical features of patients diagnosed with obsessive-compulsive disorder. 17, 18 A person with anorexia nervosa is typically obsessed with fears (about gaining weight) and is engaged in compulsive rituals (such as food restriction and exercise routines) as a means of countering their obsessional fears. The only distinguishing feature of anorexia nervosa appears to be the specific content of the obsessions and compulsions, that is, their focus on food and weight. Our diagnostic systems appear disappointingly deficient at identifying the core underlying features of psychiatric conditions, and one cannot help but surmise that many diagnoses of mental disorder remain little more than phenomenological descriptions at a point in time.
This is a particularly vexing problem for those of us interested in the epidemiology of mental disorders, as we rely on the existence of valid diagnostic categories for many of our studies and explorations. Concerns about the validity of the psychiatric diagnostic classification system were accentuated with the release of DSM-5. 19, 20 A lofty goal of DSM-5 was to effect a paradigm shift by specifying latent disease entities through identification of various biomarkers or brain imaging studies that would identify biologically distinct phenotypes. However, this goal has not been realized.
Along similar lines, the National Institute of Mental
Health began the RDoC project in 2009 to develop a research classification system for mental disorders based on dimensions of neurobiology and observable behaviour. The RDoC project entails research to identify the fundamental biobehavioural dimensions that cut across current heterogeneous disorder categories. 21 Kirmayer and Crafa 22 have called instead for a multi-level, ecosocial approach to biobehavioural systems that could guide relevant neuroscience research and ensure the inclusion of social processes that may be fundamental contributors to psychopathology and recovery. Although the identification of fundamental biological underpinnings of mental disorder would constitute a great advance, it appears unlikely that the full range of human behaviour and mental distress could be explained and understood without the inclusion of social, cultural, and psychological factors. Eating disorders present a pronounced example of mental disorders in which a classification system based solely on neurobiological foundations is likely to prove insufficient.
As people with eating disorders emerged rather late as a group requiring specialized mental health services, there were relatively few services available for patients in need when I began my career. Consequently, my colleagues and I felt it imperative to devote efforts to the development of improved services for this population. This led me to a burgeoning interest and focus on health services research that later extended to broad areas of mental health and substance use services research and practice. I became particularly interested in relatively simple solutions that could enhance the quality of care and support received by people with mental disorders. These included low-cost but effective ways to enhance primary health care services 23, 24 and workplaces 25 to become more effective and efficient at recognizing, treating, and supporting people with mental disorders.
In recent years, I have been fortunate to be able to have had the opportunity to undertake work addressing global mental health issues, particularly in low-and middle-income countries. Most recently, I have been working alongside colleagues in Vietnam as they strive to develop mental health services for a population almost 3 times larger than that of Canada, yet with a budget many times smaller. Research in Viet Nam has been examining potential benefits of taskshifting, defined by the World Health Organization as the rational redistribution of tasks among health workforce teams. 26 Given the relatively low numbers of specialized mental health professionals in Viet Nam, efforts to shift certain tasks that are traditionally undertaken by mental health specialists to primary health care practitioners may help to improve access to basic mental health services for a large proportion of the population. Such research in mental health services in Viet Nam and other countries may lead to approaches that could also be applied in Canada to improve the reach and effectiveness of our more extensive, yet still limited, repository of health care resources.
Both in Canada and internationally, I have found myself working in close partnership with government staff responsible for planning, revising, and funding mental health services and policies. This experience immersed me in the fledgling fields of knowledge translation and implementation science. 27 Despite significant advances in health care practice and policy, efforts to apply such advances to improve the quality of services often falter and perish during the stage of implementation. 28 Health care services reside in complex systems and, once set along a path, they may be difficult to shift, even when a change in course may be of great benefit to all parties. In addition, there are frequent obstacles that may be encountered, such as turf wars, perverse incentives, interpersonal vendettas, and firmly held philosophical differences that may hamper progress.
Therefore, it is important to develop a practical and feasible implementation plan that is likely to be successfully achieved. A practical tool for this purpose that my colleague and I developed together with the Mental Health Commission of Canada, the I2I, provides a stepwise guide to implementation. 29 The I2I leads one through a series of steps (Figure 3 ) in the form of a workbook that makes use of existing evidence regarding effective knowledge translation.
In concluding, I wish to point out that the themes I have addressed in this paper may appear to be random, as they may not appear to follow a clear sequence or fit into a cohesive program of study. As may occur in many careers in health care and research, my path has been one that I would not have predicted and one determined partly through choices and interests and partly through happenstance, influenced by the zeitgeist. Despite the seemingly random nature of these topics I have discussed, I have endeavoured to control myself and avoid an incoherent, rambling paper on mental health epidemiology and services research-although I may well have been unsuccessful in this endeavour! I hope this, at a minimum, explains the quirky title of this paper.
Editor's Note
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